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HIV Testing Among Pregnant Women — United States and Canada, 1998-2001 


Since 1994, the availability of increasingly effective 
antiretroviral drugs for both the prevention of perinatal 
human immunodeficiency virus (HIV) transmission and 
maternal treatment has resulted in a greater emphasis on pre- 


natal HIV testing and substantial increases in prenatal testing 


rates. In 2000, preliminary data indicated that 766 (93%) of 


824 HIV-infected women in 25 states knew their HIV status 
before delivery (CDC, unpublished data, 2002). However, 
an estimated 280-370 perinatal HIV transmissions continue 
to occur in the United States each year (/). The primary strat- 
egy to prevent perinatal HIV transmission is to maximize pre- 
natal HIV testing of pregnant women. States and Canadian 
provinces have implemented three different prenatal HIV-testing 
approaches. To assess their effectiveness, CDC reviewed pre- 
natal HIV-antibody testing rates associated with these 
approaches. Medical record data suggest that the “opt-in” vol- 
untary testing approach is associated with lower testing rates 
than either the “opt-out” voluntary testing approach or the 
mandatory newborn HIV testing approach. 

Under the opt-in approach, women typically are provided 
pre-HIV test counseling and must consent specifically to an 
HIV-antibody test. Under the opt-out approach, women are 
notified that an HIV test will be included in a standard bat- 
tery of prenatal tests and procedures and that they may refuse 
testing (2). Under mandatory newborn HIV testing, newborns 


are tested for HIV, with or without the mother’s consent, if 


the mother’s HIV status is unknown at delivery. 

Three methods were used to estimate prenatal testing rates 
among all women who delivered, regardless of whether they 
received prenatal care. First, eight U.S. areas that participated 
during 1998-1999 in CDC’s Active Bacterial Core Surveil- 
lance/Emerging Infections Program (ABC) Network assessed 
HIV testing during prenatal care and <2 days before delivery 
by reviewing a stratified random sample of labor and delivery 
records and prenatal records forwarded to birthing hospitals 


(3); in collaboration with CDC, network staff received a 
sample of records from all birthing hospitals in the surveil- 
lance areas and weighted testing rates to represent all live- 
born infants in those areas. Second, public health investigators 
in each of the five Canadian provinces tallied the number of 
HIV tests among pregnant women that were submitted to 
provincial laboratories and divided the total by an estimate of 
all live and stillborn births in each province during the same 
year. Third, CDC analyzed weighted data collected in 1999 
by interviewers in nine states for CDC’s Pregnancy Risk 
Assessment Monitoring System (PRAMS) (an ongoing, popu- 
lation-based survey conducted in 32 states and New York City 
among women who have given birth during the preceding 
[4] 


2-6 months [4 


t 


), who had asked women if they had been 
tested for HIV during pregnancy. Data on state prenatal HIV- 
testing policies were obtained from the American College of 
Obstetricians and Gynecologists (5). 

HIV-testing rates varied depending on which approach to 
testing was used. Rates for states using the opt-in approach to 
prenatal HIV testing included in the ABC Network ranged 
from 25% to 69% (Table 1), testing rates in Canada ranged 
from 54% to 83% (Table 2), and rates derived from PRAMS 
data ranged from 61% to 81% (Table 3). Two U.S. states 
(Arkansas and Tennessee) and two Canadian provinces 


(Alberta, and Newfoundland and Labrador) reported using 
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TABLE 1. Number of medical charts reviewed and percentage of charts with a documented prenatal HIV test for pregnant women, by 
testing approach and area — Active Bacterial Core Surveillance/Emerging Infections Program Network, eight states, 1998-1999 
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TABLE 2. Number of women delivering and percentage receiving 
prenatal HIV testing, by testing approach, year, and province — 
Canada, 1999-2001 
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Province Year approach No. 
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Among the three prenatal HIV testing approaches assessed 
in this report, opt-out voluntary testing and the mandatory 
testing of newborns appear to be associated with the highest 
testing rates. On the basis of the chart-review methodology, 
prenatal testing rates were higher in Tennessee, which uses 
the opt-out approach, than rates in states using the opt-in 
approach and similar to rates achieved with mandatory new 
born testing in New York during the same time period. A 
similar trend was observed among Canadian provinces. In New 
York and Connecticut, mandatory HIV testing of newborns 


was associated with increases in prenatal testing rates. On the 


ind design 
ynducted as a standard part of prenatal care and that they may 


Jelivery. Mother's consent is not required. Neither Connecticut 


basis of PRAMS data, three of seven states using the opt-in 
approach achieved lower prenatal HIV-testing rates than states 
using the opt-out or mandatory newborn testing approaches. 

Increases in prenatal HIV-testing rates were noted in states 
that shifted from an opt-in approach to either an opt-out o1 
mandatory newborn testing approach and were probably) 
associated with a greater likelihood that woman were offered 
HIV testing during prenatal care. Data from the Perinatal 
Guidelines Project indicated that the majority of women will 
accept HIV testing if it is recommended by their health-care 
provider (9). Perinatal HIV experts and professional organi- 
zations have advocated streamlining prenatal HIV pre-test 
counseling and consent procedures to reduce barriers to the 
offer of testing by health-care providers (/,2,/0). 

[he findings in this report are subject to at least seven limi- 
tations. First, testing results for each strategy are for all women, 
and the proportion of HIV-positive women who accepted 
testing under each strategy is not known. Second, among 
women who did not receive prenatal testing, the proportion 
of women who were not tested because they did not seek pre 
natal care is unknown. Third, among women who did not 
receive prenatal testing, the proportion of women who were 
tested at labor and deliv ery or whose infants were tested at 


birth is not known. Fourth, maternal self-reported data from 
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TABLE 3. Percentage of women who responded that they had, had not, or did not know if they had received an HIV test during their 
most recent pregnancy, by testing approach and state — Pregnancy Risk Assessment Monitoring Survey, United States, 1999 
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Influenza Outbreak — Madagascar, 
July-August 2002 


\ 


In mid-July 2002, Madagascar health authorities were 


} 


notified of a substantial number of deaths attributed to acute 
aacerenens respiratory illness (ARI) in the village of Sahafata (popula- 
tion: 2,160), located in the rural highlands of Fianarantsoa 
Province, southeastern Madagascar (Figure 1). This region is 
approximately 450 km (280 miles) south of the capital 
Antananarivo. The Madagascar Ministry of Health (MOH) 
and the Institut Pasteur, Madagascar (IPM) initiated an 
investigation, which found an attack rate of 70% for ARI, 
with 27 deaths in Sahafata. Pharyngeal swab specimens were 
collected from ill persons for viral culture. Of the four influ- 


enza A viruses that were isolated at IPM, two were identified 
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FIGURE 1. A remote village in Madagascar’s Fianarantsoa 
Province, one of many areas reporting an outbreak of 
influenza-like illness during July-August 2002 


Photo/Tim Uyeki 


as type A (H3N2) viruses. In late July, health authorities 
investigated a similar outbreak in Ikongo District, Fianarantsoa 
Province. In August, MOH requested assistance from the 
World Health Organization (WHO) and CDC in investigat- 
ing the outbreak. In response, an international team of 
experts from CDC; Institut de Veille Sanitaire, France; Institut 
Pasteur, France; and WHO was mobilized from the Global 
Outbreak Alert and Response Network; the team arrived in 
Madagascar on August 14. This report summarizes the pre- 
liminary epidemiologic and virologic findings, which suggest 
that the outbreak was attributable to influenza A (H3N2 
viruses. Further surveillance and research about the epidemi- 
ology of influenza in Madagascar is planned. 

Nationwide surveillance for influenza-like illness (ILI) cases 
implemented by MOH suggested that the outbreak peaked 
during the week of August 22. As of September 19, the out- 
break appeared to be over, with 30,304 cumulative cases and 
754 deaths reported from 13 of 111 health districts and four 
of six provinces (Figure 2); approximately 85% of cases were 
reported from Fianarantsoa Province. The majority of illnesses 
occurred in rural areas, and 95% of deaths occurred away 


from health facilities and could not be investigated. No stan- 


dardized case definition was used, and the degree of 


overreporting or underreporting of ILI cases is uncertain. 
Field investigations were conducted in three highland dis- 
tricts of Fianarantsoa Province in which high numbers of cases 
and deaths had been reported. The investigations objectives 
were to confirm the etiology of the outbreak and to make 
recommendations based on the epidemiologic findings. An 
analysis of ARI data from 1999-2002 collected at health cen- 


ters indicated that ARI cases in highland districts peaked each 


FIGURE 2. Districts reporting cases of influenza-like iliness 
— Madagascar, July-August 2002 
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year during the winter months of May—September. The peaks 
in ARI cases coincided with peaks of mortality from all causes 
and from respiratory conditions such as pneumonia during 
1999-2002. In Ikongo District (estimated 2002 population: 
161,494) of Fianarantsoa Province, the numbers of ARI cases 
evaluated at health centers and deaths from all causes that 
occurred during July-August were substantially higher than 
those that occurred during identical periods in previous years. 
However, the ratio of deaths to ARI cases appeared to be similar 
to proportions recorded during previous years. In three com- 
munes of Ikongo District (estimated 2002 population: 
58,037), 54% of the reported deaths attributed to ARI that 
occurred during July-August were among children aged <5 
years, but the highest mortality rate was among persons aged 
>60 years. A survey of a remote village (population: 750) in 
Ikongo District indicated an ARI attack rate of 67% and an 
estimated case-fatality ratio of 2%. In contrast, no unusually 
high morbidity or mortality was reported among the popula- 
tion of Fianarantsoa Province’s capital city or in Antananarivo 
(estimated 2002 population: 1.25 million), where morbidity 
and virologic surveillance for influenza is conducted all year 
by IPM. 

During July 19—August 22, a total of 152 respiratory speci- 
mens were collected for viral isolation from ill persons in three 


areas of Fianarantsoa Province (Sahafata, Ikongo, and 
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Manandriana) where outbreaks occurred. The international 


team also used rapid influenza-antigen tests to test specimens 

ld. Influenza A viruses were isolated from specimens 
collected from ill persons in each area that was investigated; 
27 influenza isolates were characterized antigenically at IPM 
nd confirmed by the WHO Collaborating Centre for Refer 
ice and Research on Influenza, London, United Kingdom; 


ill isolates were A/Panama/2007/99-like (H3N2) viruses. The 


\ (H3N2) component of both the 2002 Southern Hemisphere 


ind 2002—03 Northern Hemisphere influenza vaccines are 


; 
matched the outbreak strain. 


Reported by: 


1rologic data sug 
] 
this report was 
1007/99-like (H3N2 
worldwide ror sevel 1 
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ARI morbidity and unusually high mortal 
ao 4 ' ' 
i hignhiand regions during this outbreak. 
Bl | 
owded living nd ns during an 
] 
lave tacilitated person 
among highly susceptible 
one of the poorest 
valent, and access 
ve been exacel 
bated further by civil unrest during December 2001—June 
2002 
Chis outbre important lessons for con 


,; 
trolling intluenz itbreaks in developing countries and for 


global pandemic influenza planning. Because the outbreak 
occurred primarily in remote areas, awareness of the outbreak 
and response by health authorities were delayed. Although 
influenza surveillance is conducted in \ntananarivo by IPM’s 
WHO-recognized National Influenza Center, no data were 
available for the most affected areas. In Madagascar, as in many 


] 
developing countries, efforts to assess and control the out- 


break were complicated by at least seven factors: 1) malnutrition, 


2) poor access to health care in remote areas, 3) difficulties in 
reaching rural populations, 4) limited communicable disease 
surveillance, 5) shortages of antibiotics to treat secondary bac- 
terial complications, 6) the unavailability of influenza vac- 
cine, and 7) lack of awareness about influenza. In addition, 
limited influenza surveillance has prevented an understand- 
ing of the epidemiology and impact of influenza in many 
developing countries, especially in Africa (5). In response to 
this outbreak, the team recommended expanding influenza 
surveillance, educating the public and health-care providers 
about influenza, improving access to health care in rural 
areas, and ensuring that adequate supplies of antibiotics are 
available at health-care centers to treat bacterial complications 
of influenza. Influenza vaccination was not recommended 
because the outbreak was already widespread in August, and 
the ability to distribute vaccine in remote areas was extremely 
limited. Members of the international team plan to return to 


Madagascar to assist MOH to better characterize the outbreak. 
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Influenza and Pneumococcal 
Vaccination Levels Among 
Persons Aged >65 Years — 

United States, 2001 


[wo vaccine-preventable diseases, influenza and pneumo- 
coccal disease, contribute to the mortality of older persons in 
the United States. Influenza caused an average of 20,000 deaths 
per year during influenza epidemics in the United States from 
1969 to 1996; persons aged >65 years accounted for approxi- 
mately 90% of these deaths (/). Pneumococcal disease caused 
approximately 3,400 deaths among persons aged >65 years in 
the United States in 1998 (2). National health objectives for 
2010 include increasing influenza and pneumococcal vacci- 
nation levels to >90% among persons aged >65 years (objec- 
tive nos. 14.29a and 14.29b, respectively) (3). To assess 
progress toward achieving these objectives, CDC analyzed data 
from the 2001 Behavioral Risk Factor Surveillance System 


BRFSS). This report summarizes the results, which indicate 


that the estimated point prevalences of influenza and pneu- 


mococcal vaccination were <80% among persons aged >65 
years in all reporting areas. Influenza vaccination levels dur- 
ing 2000-2001 decreased from 1998-1999 levels in 27 of 52 
reporting areas; pneumococcal vaccination prevalence 


increased a median of 7 percentage points from 1999 to 2001. 


Continued efforts are needed to increase the proportion of 


older adults who receive influenza and pneumococcal vac- 
cines; health-care providers should offer pneumococcal vac- 
cine all year and should continue to offer influenza vaccine 
during December and throughout the influenza season, even 
after influenza activity has been documented in the community. 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized civilian U.S. population aged 
>18 years. The survey is conducted in all 50 states, the Dis 
trict of Columbia, and three U.S. territories. Questions about 
influenza vaccination (“I Juring the past 12 months, have you 
had a flu shot?”) and pneumococcal vaccination (“Have you 
ever had a pneumonia vacc ination?) were asked in all report- 
ing areas in odd-numbered years starting in 1993. The 
response rate (CASRO method) was >60% in 10 of the 54 
reporting areas (median: 51.1%; range: 33.3%-81.5%). 
Response rates for persons aged >65 years were not available. 
In 2001, the sample included 39,910 respondents aged >65 
years. Respondents who reported an unknown influenza 
(0.3%) or pneumococcal (2.6%) vaccination status were 
excluded from the analysis. Overall vaccination levels were 
estimated for the 50 states and the District of Columbia; data 
for Guam, Puerto Rico, and the Virgin Islands were reported 
in area-specific results only. Data were weighted by age, sex, 


and, in some areas, by race/ethnicity to reflect each area’s 


estimated adult population. SUDAAN was used to calculate 
point estimates and 95% confidence intervals (CIs) and to 
conduct multivariable logistic regression to calculate odds 
ratios and test associations of vaccination status with age, race/ 
ethnicity, sex, education level, geographic region, self-reported 
health, diabetes status, smoking status, and asthma history. 

During 2001, a total of 64.9% (95% Cl=64.0%-65.8%) 
of respondents aged >65 years reported having received an 
influenza vaccination during the preceding year (Table 1), 
compared with 66.9% (95% Cl=66.0%-G67.8%) in 1999 (4). 
Previous analyses have indicated percentage point increases 
of 7.7%, 7.4%, and 1.5% from 1993 to 1995, 1995 to 1997, 
and 1997 to 1999, respectively (4). Estimated influenza vac- 
cination levels exceeded 60% in 48 of 54 reporting areas; in 
34 of these areas, 95% Cls exceeded 60% (Table 2). Vaccina- 
tion prevalence ranged from 36.8% (Puerto Rico) to 79.0% 
(Hawaii). Of the 52 areas for which data were available for 
both 1999 and 2001, the median percentage point difference 
from 1999 to 2001 was —0.9 (range: —9.6-6.5). 

Che proportion of respondents reporting having ever 
received pneumococcal vaccination increased 5.9 percentage 
points, from 54.1% (95% Cl=53.2%-55.1%) in 1999 to 
60.0% (95% Cl=59.2%-—60.8%) in 2001 (Table 1). Previous 
analyses indicated percentage point increases of 6.9%, 9.8%, 
and 8.7% from 1993 to 1995, 1995 to 1997, and 1997 to 
1999, respectively (4). Of the 52 reporting areas for which 
data were available for both 1999 and 2001, the proportion 
of respondents reporting having ever received pneumococcal 
vaccination increased in 51 areas (Table 2). Estimated pneu- 
mococcal vaccination levels exceeded 60% in 32 reporting 
areas, and 95% Cls exceeded 60% in 18 of these areas. Vacci- 
nation prevalence ranged from 24.1% (Puerto Rico) to 70.9% 
(Oregon). 

Receipt of one vaccine was associated with receipt of the 
other vaccine. A total of 10.5% of respondents reported pneu- 
mococcal vaccination only, and 15.4% reported recent influ- 
enza vaccination only; 49.3% reported both, and 24.7% 
reported having received neither. 

lhe estimated percentages of non-Hispanic blacks and His- 
panics having received influenza (non-Hispanic black=48.1% 
and Hispanic=55.2%) and pneumococcal vaccination (non- 
Hispanic black=39.4% and Hispanic=41.6%) were less than 
those for non-Hispanic whites having received influenza 
(67.1%) and pneumococcal vaccination (63.5%) (Table 1). 
After accounting for variations in age, sex, education level, 
self-reported health, diabetes status, geographic region, smok- 
ing status, and asthma history by logistic regression, the dis- 
parity in vaccination coverage between non-Hispanic whites 
and non-Hispanic blacks and Hispanics remained statistically 
significant (Table 3). 
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TABLE 1. Percentage of persons aged >65 years who reported receiving influenza vaccine during the preceding year or pneumo- 
coccal vaccine ever, by selected characteristics — Behavioral Risk Factor Surveillance System (BRFSS), United States, 2001 
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(67.8-70.2) 


(54.8-57.0) 

(64.8-67.4) 
Race/Ethnicity 
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TABLE 2. Percentage of persons aged >65 years who reported receiving influenza vaccine during the preceding year or pneumococcal 
vaccine ever, by reporting area — Behavioral Risk Factor Surveillance System (BRFSS), United States, 2001 
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% point % point 
difference difference 
Reporting area (95% Ci*) 1999 to 2001 (95% Cl) 1999 to 2001 











Alabama (61.6-—70.2) 13 (55.8-64.8) 6.4 

Alaska 2.8 (54.0-—71.4) 3.0 (56.8-74.0) 21.6 

Arizona 61.8 (56.8-66.8) 9.5 (60.8-—70.6) 12.2 
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Georgia 52.2 (58.0-6€ 5.3 (53.4-62.4) 8.2 
Guam 39.5 (25.6 NA (19.4—46.6) NA! 
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Idaho 55 ) 9 (56.6—64.0) 
Illinois 32.2 57 7.4) 6.3 (51.2-62.0) 
Indiana 65.7 (62.0-69.¢ 0.4 (56.4—64.2) 
owa 72. 9.4—76.2) : (62.2-69.6) 
Kansas 58.5 65 71.8 : (59.4—66.4) 
Kentucky 50.9 (57.4-64 .- 7 (51.6—58.6) 
Louisiana 56.1 (52.4-59.8 4.3 4¢ (45.8-53.2) 
Maine 71.5 (67.2-75.8) 2.2 (60.4—69.6) 
Maryland 17.3 63.0-—71.6) 3 (57.8-66.8) 
Massachusetts 0.€ 38.0-73.4) 2 (60.6-66.4) 
Michigan 60.4 5) 9.6 (52.2-60.8) 
Minnesota 70.1 5—-73.6) e (59.2-66.6) 
Mississippi 61.8 7 2) 1.0 ‘ (51.2-60.2) 
Missouri 57.5 (63.2-—71.6) 0.9 (51.6-60.4) 
Montana 73 (69.0-77.2) ).2 (63.4-—72.2) 
Nebraska 70 ( 5—73.6) 0.9 (57.4—65.0) 
Nevada 13.3 17 .2-69.4 é (60.2-72.6) 
New Hampshire 59. (65.6-73.2) 4 (58.6-66.6) 
New Jersey 54.5 61.0-68.0) 0.9 (55.2-62.6) 
New Mexico 70.0 66.4—73.6) 2 52.7 (58.8-66.6) 
New York 2.5 58 0 3 (51.2-60.6) 
North Carolina 56 0 Q (61.8-69.6) 
North Dakota 70.0 (65.4-74.6 2 (59.4-—69.0) 
Ohio 6: (59 8) 5. (54.8-63.8) 
Oklahoma 2 5.2 (62.4-69.8) 
Oregon (66.4-75.2) 
Pennsylvania 63. (60.0—67 (55.6-63.2) 
Puerto Rico 36 (32.6-—41.( (20.2—28.0) 
Rhode Island 72.6 (69.0-—76.2 (63.2-70.8) 
(53.2-62.6) 
(56.2-62.2) 
(50.6—60.2) 


South Carolina e (61.8-70.€ 
South Dakota 7 (71.4-76.6) 
Tennessee 5.6 (61.0—70.2) 
Texas (58.6—65.0) (54.6-61.4) 
Utah (63.2-74.0) (62.4—72.4) 
Vermont (68.0-75.2) - (63.4-—71.2) 
Virgin Islands (31.4—46.0) ' (23.8-37.6) 
Virginia (60.6—70.0) - (55.2-65.0) 
Washington (69.0—76.0) (63.0—70.6) 
West Virginia (57.8-65.4) (57.6—-65.2) 
Wisconsin (66.2-74.6) : (61.0-—70.0) 
Wyoming (65.4-73.8) - (64.0—72.8) 
Total 64.9 (64.0-65.8) (59.2-60.8) 
* Confidence interval 
Not available. Guam and Virgin Islands did not participate in the 1999 BRFSS. 
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TABLE 3. Odds ratios (ORs) and corresponding p values determined by logistic regression for persons aged >65 years who 
reported receiving influenza vaccine during the preceding year or pneumococcal vaccine ever, by selected characteristics — 
Behavioral Risk Factor Surveillance System, United States, 2001 





influenza Pneumococcal 
Characteristic (95% Ci*) p-value (95% Cl) p-value 











Age group (yrs) 


C + 


<0.0001 
Race/Ethnicity 
Anite iY 
(0.33-0.45 
(0.34—0 
(0.32-0 


Region’ 
New Er 

Mid Atlant ).80 (0.70-0.91) 0.0008 0.86 0.75-—0.98) 0.0230 

’ : 0001 0.87 (0.77-—0.98) 0.0214 

0.7111 C (0.80-—1.00) 0.0462 

<0.0001 86-—1.07) 0.4887 

0.0067 0.73-0.94) 0.0028 

0.0001 0.90 0.7 )2) 0.0890 

Mountair (0.79-1.0 0.1106 1.16 » 32) 0.0259 

f 1.07 ).¢ 26) 0.4300 08 ).93 e 0.3224 
Education level 


Hiot 


Pp 


; wradua Y y 40 (1 —1 0.0001 
Hit ' 1.58 (1.4 1.76) <0.00 51 36-—1.68) 0.0001 

Self-reported health 
).0001 (1.12—1.44) 0.0002 
9.0001 e (1.42 <0.0001 
0.0001 2 4° 97 0.0001 
9.0001 2.02 (1 -2.40 <0.0001 

Diabetes** 

0001 1.38 (1 é <0.0001 


Asthma" 


' 
’ 


Smoking status 


a 





ll for meaningful analysis 


Yew Hampshire, Rhode Island, and Vermont; Mid Atiantic=New Jersey, New York, and Pennsylvania 
and Wisconsin; Northwest Central-lowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota 
District of Columbia, Florida, Georgia, Maryland, North Carolina, South Carolina, Virginia, and West 
Mississippi, and Tennessee: Southwest Centrai=Arkansas, Louisiana, Oklahoma, and Texas 


na, Nevada, New Mexico, Utah, and Wyoming; Pacific=Alaska, California, Hawaii, Oregon, and Washington 
ver Deen told by a doctor that you have diabetes 


2ver been told by a doctor, nurse, or other health professional that you had asthma? 








Vol. 51 / No. 45 


MMWR 1023 





Che association between vaccination status and additional 
variables was examined by multivariable logistic regression 
(Table 3). Persons aged >75 years were more likely to report 
influenza or pneumococcal vaccination than persons aged 65 
74 years. Men were more likely than women to report influ- 
enza vaccination and less likely to report pneumococcal 
vaccination. Persons with diabetes or asthma were significantly 
more likely to report influenza and pneumococcal vaccina- 
tion, compared with those who did not have diabetes or 
asthma. Coverage with both vaccines increased as education 
level inc reased and as self-reported health declined. Pneumo- 
coccal vaccination coverage was higher among smokers than 
among nonsmokers. 

Reported by: A MacNeil, MPH, Association of Schools of Publi 


Health, Atlanta Georgia JA Singleton, MS, JS Moran 


UD 


" ! 7 } y 
[pide M1LOLOg) anda Surveillance Din 


Editorial Note: The findings in this report indicate that the 
estimated prevalences of influenza and pneumococcal vacci- 
nations were <80% among persons >65 years in all reporting 
areas. National influenza vaccination coverage for persons aged 
-65 years increased linearly during 1993-1997, leveled off 
by 1999, and decreased during 1999-2001. The 2001 cover- 
age is slightly below coverage reported in 1997. The decreas« 
in influenza vaccine coverage might be due, in part, to delays 
in influenza vaccine distribution during the 2000-01 influ- 
enza season and the less severe distribution delays during the 
2001—02 season (5) 

Pneumococcal vaccination coverage among persons aged 
>65 years increased linearly during 1993-2001 and was sig- 


nificantly above 60% in 18 states in 2001. The number of 


states with point prevalence estimates of >60% increased from 


eight in 1999 to 32 in 2001. However, coverage in all 54 
reporting areas remained <90% and must increase substan- 
tially to meet the national health objective for 2010. 
Previous reports have noted racial/ethnic disparities in adult 
vaccine coverage (4). In the 2001 BRFSS, non-Hispanic blacks 
and Hispanics had substantially lower coverage than non- 
Hispanic whites. After adjusting for known potential con- 
founding factors measured by BRFSS (e.g., education level 
but not direct measures of access to care, which were not avail 
able), the odds of members of these populations receiving 
influenza or pneumococcal vaccine remained substantially 
lower. These gaps were greatest for pneumococcal vaccine. In 
comparison with influenza vaccine, which is recommended 
annually, a single dose of pneumococcal vaccine is needed for 
persons aged >65 years. Strategies for addressing these dis- 
parities will be investigated by CDC’s Racial and Ethnic Adult 
Disparities Immunization Initiative (READII) through 2-year 


demonstration projects in Chicago, Illinois; Milwaukee, 


Wisconsin; a rural area of Mississippi; Rochester, New York; 
and San Antonio, Texas. Local and state health departments 
in these areas will work with community partners, CDC, and 
other federal agencies to identify and implement effective ways 
to improve influenza and pneumococcal vaccination levels 
among older non-Hispanic blacks and Hispanics. 

Health-care providers should assess the vaccination status 
of their patients and offer indicated vaccines. Annual influ- 
enza vaccination provides such an opportunity; persons 
reporting recent influenza vaccination were 2.5 times more 
likely to report having received pneumococcal vaccine than 
were persons who did not report recent influenza vaccina 
tion. Administration of influenza and pneumococcal vaccine 
simultaneously does not increase the incidence or severity of 
adverse reactions (6). Nevertheless, approximately one fourth 
of persons reporting recent influenza vaccination did not 
report having ever received pneumococcal vaccine. 

lhe findings in this report are subject to at least three limi 
tations. First, receipt of influenza or pneumococcal vaccina 
tion was based on self-report and not validated. The validity 
of self-reported pneumococcal vaccination is lower than that 
of influenza vaccination Second, the BRFSS excludes 
persons without telephones or those with only cellular tele 
phones. Third, the BRFSS response rate was >60% in 10 of 
the 54 reporting areas. 

lo assess possible selection bias resulting from the two lat- 
ter limitations, comparisons were made between national 
estimates of vaccination coverage from BRFSS and the 
National Health Interview Survey (NHIS). NHIS data are 
collected through household, face-to-face interviews and usu- 


2.1% in 2000). Esti- 


ally have higher response rates (e.g., 
mated influenza vaccination levels for persons aged >65 years 
in 1997, 1999, and 2001 were 63.2%, 65.7%, and 63.0%, 
respectively, from NHIS and 65.5%, 66.9%, and 64.9%, 
respectively, from BRFSS. For the same years, estimated pneu- 


mococcal vaccination levels were 42.4%, 49.7%, and 53.8%, 


respectively, from NHIS and 45.4%, 54.1%, and 60.0%, 
respectively, from BRFSS. National BRFSS vaccination esti- 
mates show similar trends and subgroup differences as NHIS 
estimates but are consistently slightly higher than NHIS esti- 
mates. Previous analysis has documented that NHIS respon- 
dents living in households without telephones were less likely 
to report being vaccinated than those living in households 
with telephones (4), but this accounts for only a small por- 
tion of the differences observed between NHIS and BRFSS 
estimates. 

lhe optimal time to administer influenza vaccination is 
during October-November. However, influenza vaccination 
should continue into December and later because many 


persons at high risk for influenza-related complications, 
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household members of these persons, health-care workers, and 
other persons who want to decrease theit risk for influenza 
remain unvaccinated by the end of November (/). Current 
projections indicate that 93 million doses of influenza vac 
cine will be available during the 2002-03 influenza season, 
and several million doses remain available for purchase. To 
maximize coverage among target groups and overall use, phy 
sicians should offer influenza vaccine throughout the influ- 
enza season. Influenza activity peaked in January or later in 
21 of the preceding 25 influenza seasons (/). During influ 
enza season and all year, pneumococcal vaccination also should 
be oftered to persons aged 65 years and others at high risk 
who have not been vaccinated or whose vaccination status is 
unknown Phy cians Can improve cove! ipe by using Strate- 


gies such improved record keeping, standing orders 


reminder/recall systems, and offering vaccinations to hospi 
talized patients before discharge (8,9). Additional informa- 
tion about influenza and pneumococcal vaccination is available 
at http://www.cdc.gov/nip 
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Notice to Readers 


Use of Anthrax Vaccine in Response 
to Terrorism: Supplemental 
Recommendations of the Advisory 
Committee on Immunization Practices 


In December 2000, the Advisory Committee on Immuni- 
zation Practices (ACIP) released its recommendations for 
using anthrax vaccine in the United States (/). Because of 
recent terrorist attacks involving the intentional exposure of 
U.S. civilians to Bacillus anthracis spores and concerns that 
the current anthrax vaccine supply is limited, ACIP devel- 
oped supplemental recommendations on using anthrax vac- 
cine in response to terrorism. These recommendations 
supplement the previous ACIP statement in three areas: use 
of anthrax vaccine for pre-exposure vaccination in the U.S. 
civilian population, the prevention of anthrax by postexposure 
prophylaxis (PEP), and recommendations for additional 
research related to using antimicrobial agents and anthrax vac- 


cine for preventing anthrax. 


Use of Anthrax Vaccine for Pre-Exposure 
Vaccination 


In December 2001, the U.S. Department of Health and 
Human Services obtained a limited supply of anthrax vaccine 
(BioThrax [formerly Anthrax Vaccine Adsorbed (AVA)], 
BioPort, Lansing, Michigan), allowing ACIP to reconsider 
using anthrax vaccine in the U.S. civilian population. ACIP 
reaffirms that pre-exposure use of anthrax vaccine should be 
based on a quantifiable risk for exposure (/). ACIP recom- 
mends that groups at risk for repeated exposures to B. anthracis 
spores should be given priority for pre-exposure vaccination. 
Groups at risk for repeated exposure include laboratory per- 
sonnel handling environmental specimens (especially pow- 
ders) and performing confirmatory testing for B. anthracis in 
the U.S. Laboratory Response Network (LRN) for 
Bioterrorism Level B laboratories or above, workers who will 
be making repeated entries into known B. anthracis-spore- 
contaminated areas after a terrorist attack (2), and workers in 
other settings in which repeated exposure to aerosolized 
B. anthracis spores might occur. Laboratory workers using stan- 
dard Biosafety Level 2 practices in the routine processing of 
clinical samples or environmental swabs (Level A laboratories 
(3]) are not considered by ACIP to be at increased risk for 
exposure to B. anthracis spores. 

For persons not at risk for repeated exposures to aerosolized 
B. anthracis spores through their occupation, pre-exposure 
vaccination with anthrax vaccine is not recommended. For 


the general population, prevention of morbidity and mortality 
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associated with anthrax will depend on public vigilance, early 


detection and diagnosis, appropriate treatment, and PEP. 


Prevention of Anthrax by PEP 

Because of a potential preventive benefit of combined anti- 
microbial PEP and vaccine and the availability of a limited 
supply of anthrax vaccine for civilian use, ACIP endorses CD( 
making anthrax vaccine available in a 3-dose regimen (0, 2, 
4 weeks) in combination with antimicrobial PEP under an 
Investigational New Drug (IND) application with the Food 
and Drug Administration for unvaccinated persons at risk for 
inhalational anthrax. However, anthrax vaccine is not licensed 
for postexposure use in preventing anthrax. 

Use of anthrax vaccine for PEP could have additional ben- 
efits, including reducing the need for long-term antimicro 
bial therapy with its associated problems of nonadherence and 
possible adverse events. After the anthrax-related terrorist 
attacks in 2001, approximately 10,000 persons were recom- 
mended to receive a 60-day regimen of antimicrobial pro- 
phylaxis for suspected or confirmed exposure to B. anthracis 
spores, but adherence to the recommended 60-day antibiotic 


} V0, 


regimens was as low as © (4). In addition, because studies 


of the 2001 terrorist attacks suggest that some persons might 
be exposed to B. anthrac 1s spores in excess of those studied in 
animal models, the effectiveness of antimicrobial prophylaxis 
in such persons is unclear (4). However, no cases of anthrax 
have been detected among persons recommended to take 
antimicrobial prophylaxis after the terrorist attacks of 2001. 

[he provision of anthrax vaccine for PEP under an IND 
application should provide an opportunity to reduce the risk 
to the greatest extent possible with current medical knowl- 
edge and might provide data to support developing additional 
recommendations for preventing anthrax. To better document 
the immunogenicity of anthrax vaccine in the postexposure 
setting, ACIP encouraged CDC to obtain serologic testing 
on a subset of vaccinees. 

\CIP recommended previously that if antimicrobial therapy 
is used alone for postexposure prevention of anthrax, at least 
a 30-day course of treatment should be provided. Previous 
recommendations noted that longer courses (42—60 days) 
might be indicated. On the basis of limited data from both 
unintentional human exposures and animal studies (5—7), 
ACIP now recommends that the duration of postexposure 
antimicrobial prophylaxis should be 60 days if used alone for 
PEP of unvaccinated exposed persons. 

Data are insufficient to clarify the duration of antimicro- 
bial use in combination with vaccine for PEP against anthrax. 
Antibody titers among vaccinated persons peak at 14 days 


after the third dose (8). If antimicrobial prophylaxis is 


administered in combination with postexposure vaccination, 
it might be prudent to continue antibiotics until 7-14 days 
after the third vaccine dose. 

Few data exist about the effectiveness of postexposure anti- 
microbial prophylaxis among exposed persons who have been 


partially or fully vaccinated. In the only human clinical trial 


of anthrax vaccine, cases occurred among participants w ho 


had received <4 doses (9). Recognizing these limited data, 
but considering a potential undefined benefit, ACIP recom- 
mends that persons who have been partially or fully vacci- 
nated receive at least a 30-day course of antimicrobial PEP 
and continue with the licensed vaccination regimen. Antimi- 
crobial PEP is not needed for vaccinated persons working in 
Biosafety Level 3 laboratories under recommended conditions 
(/0) nor for vaccinated persons (six vaccinations according to 
the current label) wearing appropriate personal protective 
equipment (PPE) while working in contaminated environ 
ments in which inhalational exposure to B. anthracis spores is 


a risk, unless their respiratory protection is disrupted. 


Additional Considerations 


For most occupational settings, recommendations about 
anthrax vaccine and antimicrobial PEP might be implemented 
in combination with use of appropriate PPE (2). In addition 
to receiving PEP for preventing anthrax, potentially exposed 
persons should be observed for signs of febrile illness. CDC 
has published guidelines on clinical evaluation of persons with 
possible anthrax, including antimicrobial treatment (/,2). 
Because the current vaccine supply is limited, ACIP recom- 
mends expanded and intensive efforts to improve anthrax vac- 
cine production. 


Recommendations for Additional Research 

Because of the absence of data to guide public health rec- 
ommendations in these critical areas, ACIP recommends stud- 
ies on the safety and immunogenicity of anthrax vaccine for 
use in children, additional studies on the safety of anthrax 
vaccine during human pregnancy, and reproductive toxicol- 
ogy studies on anthrax vaccine in laboratory animals. To 
strengthen public health recommendations for PEP, ACIP 
recommends expanded animal studies to evaluate further the 
effectiveness of antimicrobial prophylaxis with and without 
anthrax vaccine, define the optimal duration of antimicrobial 
PEP for the prevention of inhalational anthrax, and evaluate 
alternative antimicrobial PEP regimens. Additional research 
also should be directed toward developing an improved vac- 
cine for preventing anthrax and new therapeutic strategies, 
including use of antitoxin (e.g., hyperimmune globulin) for 
treating anthrax. 
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(n=413), Louisi- 
323), Indiana (n=247), Mississippi (n=182), Missouri 
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the District of Columbia 
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FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 
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* As of 8 a.m. Mountain Standard Time, November 13, 2002 
California has reported human WNV activity only 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending November 9, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 

Hepatitis A, Acute 388 

Hepatitis B, Acute 351 

Hepatitis C; Non-A, Non-B, Acute 108 


Legionellosis 143 


Measles, Total 


5 


Meningococcal Infections 62 
Mumps 16 
Pertussis 


Rubella 





f T T T —' 
0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log Scale) 


is] Beyond Historical Limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 45 of zero (0) 
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
s based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending November 9, 2002 (45th Week)* 


Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax 2 21 Encephalitis West Nile 1,311 
Botulism foodborne 12 33 Hansen disease (leprosy)' 58 
infant 47 85 Hantavirus pulmonary syndrome’ 13 
other (wound & unspecified) 25 15 Hemolytic uremic syndrome, postdiarrheal' 170 
Brucellosis 68 112 HIV infection, pediatric’ 116 
Chancroid 61 31 Plague . 
Cholera Poliomyelitis, paralytic 
Cyclosporiasis' 156 ( Psittacosis' 
Diphtheria 1 y Q fever' 
Ehrlichiosis: | human granulocytic (HGE)' 300 Rabies, human 
human monocytic (HME)' Streptococcal toxic-shock syndrome 
other and unspecified Tetanus 
Encephalitis: California serogroup viral Toxic-shock syndrome 
eastern equine’ Trichinosis 
Powassan' - - Tularemia' 
St. Louis’ Yellow fever 
western equine’ 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update October 31, 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 9, 2002, and November 10, 2001 
(45th Week)* 





Escherichia coli, Enterohemorrhagic 
Shiga Toxin Positive, 
0157:H7 Serogroup non-0157 





Chiamydia' Cryptosporidiosis 
Cum Cum Cum Cum Cum. Cum Cum. 
2001 2002 2001 





Cum 
2002 2001 2002 2001 2002 




















> 23 


Reporting Area 





Center for HIV, STD, and TB Prevention. Last u 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 9, 2002, and November 10, 2001 
(45th Week)* 





Haemophilus influenzae, 
Escherichia coli Invasive 


Enterohemorrhagic 








Age <5 Years 
Serotype 
B 





Shiga Toxin Positive, All Ages, 
Not Serogrouped Giardiasis rrhea All Serotypes 


Cum. Cum. Cum. ; Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 


UNITED STATES 34 17 14,638 27 309,633 1,271 1,261 21 
NEW ENGLAND 1 1 1,468 5 5,989 90 93 
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Ky : 3,116 
Tenn . 3 3 3,483 
Ala 1 7 9,447 
Miss - 816 
W.S. CENTRAL 623 
Ark - 965 
La - 3 | 5 962 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 9, 2002, and November 10, 2001 
(45th Week)* 





Haemophilus influenzae, invasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 


Non-Serotype B Unknown Serotype B 





C; Non-A, Non-B 




















Cum Cum Cum | Cum Cum Cum Cum Cum. 
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TABLE II. (Continued) Provisional cases of 
(45th Week)* 


selected notifiable diseases, United States. weeks ending November 9, 2002, and November 10, 2001 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 
Cum. . Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2002 2001 2002 2001 2001 2002 
UNITED STATES 979 510 527 14,597 13,592 1,301 27 


NEW ENGLAND 89 4,266 3,949 
Maine 2 111 - 
N.H 5 230 96 
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RI 449 
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N: Not notifiable U: Unavailable -: No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Of 27 cases reported, 14 were indigenous and 13 were imported from another country 
Of 113 cases reported, 59 were indigenous and 54 were imported from another country 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 9, 2002, and November 10, 2001 
(45th Week)* 





Meningococcal 


Disease Mumps Pertussis Rabies, Animal 

















Cum. Cum Cum. Cum Cum. | Cum. Cum. Cum. 
Area 2002 2001 2002 | 
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Reporting 2001 2002 


4 423 6.30 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 9, 2002, and November 10, 2001 


(45th Week)* 





Rubella 





Rocky Mountain 
Spotted Fever Rubella 


Congenital 
Rubella 


Salmonellosis 





Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 
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2001 
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N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 9, 2002, and November 10, 2001 


(45th Week)* 





Shigellosis 
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Invasive, Group A 


Streptococcus pneumoniae, 
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TABLE Ill. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 9, 2002, and November 10, 2001 
(45th Week)* 





Syphilis Typhoid 
Primary & Secondary enital Tuberculosis Fever 
Cum. Cum. Cum. Cum. Cum. Cum. | Cum. 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities," week ending November 9, 2002 (45th Week) 
All Causes, By Age (Years) 








P&l' All 
Ages 





All 
Reporting Area Ages 


All Causes, By Age (Years) 
Lass | 
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